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March 29, 2012 

Virginia Health Reform Initiative Advisory Council 

Re: “Virginia Essential Benefits Report” 

Dear Members: 

The National Multiple Sclerosis Society is grateful for this opportunity to comment on the 

Preliminary Analysis of Essential Health Benefits, Benefit Mandates, and Benchmark Plans 

report submitted by PricewaterhouseCoopers in February, 2012. We offer these comments on 

behalf of the estimated 11,000 Virginians currently living with multiple sclerosis.  

Multiple Sclerosis (MS) is a chronic, often disabling disease that attacks the central nervous 

system, including the brain, spinal cord, and optic nerves. Symptoms may be mild, such as 

numbness in the limbs, or severe, such as paralysis or loss of vision. The progress, severity, and 

specific symptoms of MS are unpredictable and vary from one person to another. Although there 

is still no cure for MS, effective strategies are available to modify the disease course, treat 

exacerbations, manage symptoms, improve function and safety, and provide emotional support. 

In combination, these treatments enhance the quality of life for people living with MS.  

The Society has identified several health services and medicines that are most likely to achieve 

optimal health, wellness and quality of life for persons with MS. These include some benefits 

that are routinely limited, subject to inconsistent interpretation, or excluded altogether in most 

individual and small group plans on the market today, including Chronic Disease Management, 

Habilitative and Rehabilitative Services and Devices, Mental Health and Prescription Drugs. We 

are pleased that these benefits have been included in the 10 categories outlined by the 

Department for Health and Human Services. We understand that Virginia now has the 

opportunity to determine how these benefits will be provided through a Benchmark plan and we 

offer the following suggestions:  

 Chronic Disease Management: We believe that “enhancements to the coordination of 
care, particularly for those with complex chronic conditions, can produce improvement 
in quality care and increased efficiencies.” To achieve these goals, improve patients’ 
safety and help prevent secondary conditions in people with MS, chronic disease 
management programs must be truly inter-disciplinary and patient-centered (i.e., 
reflective of informed consumer choice of provider, treatment options, anticipated 
results and side effects). The assurance of unfettered access to coordinated primary and 
specialty care in the least restrictive setting possible is essential to the successful 
application of chronic disease management concepts to the ongoing care of persons 
with MS.  
 

 Rehabilitative Services and Devices: The National Association of Insurance 
Commissioners defines rehabilitation services as “health services that help a person 
keep, get back or improve skills and functioning for daily living that have been lost or 
impaired because a person was sick, hurt or disabled” (see ‘ Summary of Benefits and 
Coverage and Uniform Glossary: Templates, Instructions, and Related Materials under 
Public Health Service Act’) and the Society strongly recommends the use of this 
definition in our EHB package. For persons with MS, rehabilitation to keep, get back or 
improve function include physical, occupation and speech/language therapy services, or 
combination of these services. These interventions may be required from health 
professionals with expertise in any one or these areas. Evaluation of function or 



impairment through the use of standardized tools can require a different skill set than 
the interpretation of test results and their application to treatment plans. Durable 
medical equipment, which for people with MS can vary from a simple cane to highly 
customized power wheelchair, is also presumed to be included in this category and 
critical to the provision of quality MS care. 
 

 Mental/Behavioral Health: We are pleased to see HHS’ explicit reassurances regarding 
parity in mental health benefits. Because people with MS experience higher rates of 
depression than the general population, various interventions may be required and 
highlight the need for safeguards regarding medical necessity.  

 

 Prescription Drugs: In the bulletin issued by HHS, the Department proposed a standard 
for prescription drug coverage (one drug per category or class) that could severely 
curtail access to available agents that help people with MS manage their disease. We 
note that even the current US Pharmacopeia Model Formulary for Medicare Drug Plans 
includes seven MS agents under the same class and category 
(http://www.usp.org/hqi/mmg/), and most health plans include most if not all of them 
in their formularies. People with MS need and deserve access to the therapeutic 
agent(s) offering the greatest possible benefit with the fewest side effects, and there is 
no single agent, category of agents or mechanism of action best suited to them all.  

 

For the MS community, the high cost of prescription medication is also a concern. 
Several health plans have instituted a tiered payment system for medication. The most 
expensive medications are often relegated to the highest “specialty” tier which requires 
enrollees to pay a percentage of the medication as opposed to a fixed co-pay. With no 
generic alternatives available, MS disease-modifying therapies are typically assigned to 
this specialty tier. This places an unjust financial burden on people with MS.  We 
recommend that as you look at essential health benefits, you also look for ways to 
spread the risk related to the high cost of prescription medication. Furthermore, we 
suggest that Virginia develop an oversight mechanism that evaluates whether cost-
sharing arrangements in various plans create adverse selection. If adverse selection is 
found to occur, there should be rules to assure equivalence in drug cost-sharing.  As an 
example:  in the state of Washington, a provision was added into their Health Benefit 
Exchange legislation which states: 

 
The [insurance] commissioner shall evaluate plans offered at each actuarial value 

defined in section 1302 of P.L. 111-148 of 2010, as amended, and determine 

whether variation in prescription drug benefit cost-sharing, both inside and 

outside the exchange in both the individual and small group markets results in 

adverse selection. If so, the commissioner may adopt rules to assure substantial 

equivalence of prescription drug cost-sharing. 

 



 

Virginia State Mandated Benefits 

Mandated benefits are hard-won state laws that are vital to consumers with many health care 

needs. Benefits such as telemedicine are valuable to Virginians who may have limited mobility 

and inadequate access to specialists and accessible transportation. It is important to carefully 

review all potential Benchmark plans and select one that includes our state mandates. 

We appreciate the initial analysis done by PricewaterhouseCoopers, comparing the potential 
Benchmark plans and the services they cover. We recommend analyzing each benefit category 
with more specificity. We need to understand the full extent and scope of coverage for each 
benefit category before making a comprehensive comparison of plans. 
 

Thank you again for this opportunity to comment. 

Sincerely, 

 

Ashley Chapman 

Virginia State Advocacy Manager 

National MS Society 

  



 



 
  



 
Thank you for providing stakeholders with the opportunity to comment on the report on Essential 

Health Benefits submitted by PriceWaterhouseCoopers to the Virginia Health Reform Initiative 

(VHRI). The Brain Injury Association of Virginia exists to be the voice of brain injury through 

help, hope and healing for Virginians with brain injury and their families. We educate human 

service professionals and the community on the risks and impact of brain injury and advocate for 

improved medical and community-based services.
1
  Wearing the lens of service providers for the 

population with brain injury, we present our comments.  

Brain injury is the last thing on your mind until it’s the only thing.™ Just ask the 

millions of children and adults who sustain brain injuries in the U.S. each year. 

News reports of returning veterans and recent high profile brain injury stories 

indicate what researchers have been reporting for years—brain injury is a leading 

public health problem in U.S. military and civilian populations.
2
 

 

The prevalence of brain injury is significant. According to the Centers for Disease Control and 

Prevention (CDC), each year 1.7 million American children and adults seek treatment for 

identifiable traumatic brain injuries (TBIs) from falls, car crashes and other external blows to the 

head.
3
 An estimated 1.6 to 3.8 million individuals annually incur sports-related concussions but 

do not seek immediate treatment. Additionally, each year nearly 1 million Americans sustain 

acquired brain injuries (ABIs) from strokes, infections, tumors, toxins and metabolic causes.
4
  In 

Virginia, an estimated 28,000 individuals sustain a traumatic brain injury each year, and nearly 

1,400 die. Additionally, an estimated 184,000 citizens of Virginia are disabled as a result of brain 

injury.  

 

No two brains are alike, and therefore no two brain injuries are alike. Any brain injury—

regardless of cause, type or severity—can temporarily or permanently affect brain and body 

functions resulting in difficulties in physical, communicative, cognitive, social, emotional, and 

psychological performance that undermine health, function, community integration, and 

productive living.  

 

Brain injury also predisposes individuals to re-injury and the onset of other conditions. These 

conditions include, but are not limited to epilepsy, vision and hearing impairments, psychiatric 

disorders, and orthopedic, gastrointestinal, urologic, sexual, neuroendocrine, cardiovascular and 

musculoskeletal dysfunction. 

                                                 
1
 Brain Injury Association of Virginia. www.biav.net.  

2
 Brain Injury Association of America: Covering the Treatment Continuum for Persons with Brain Injury as Part of 

National Health Care Reform. 2009. 
3
 Faul M, Xu L, Wald MM, Coronado VG. Traumatic brain injury in the United States: emergency department visits, 

hospitalizations, and deaths. Atlanta (GA): Centers for Disease Control and Prevention, National Center for Injury 
Prevention and Control; 2010. 
4
 Brain Injury Association of America. Covering the treatment continuum for persons with brain injury as part of 

national health care reform. April 23, 2009. 

http://www.biav.net/


For many individuals who sustain brain injury, the effects may be minimal and when properly 

treated, full recovery or nearly full recovery is possible. However, the CDC estimates that each 

year, at least 125,000 brain injury survivors will develop a permanent disability, and therefore, 

the onset of chronic disease. Approximately 53,000 persons die from TBI-related injuries 

annually.
5
 

 

The PriceWaterhouseCoopers report lists the Essential Health Benefits to be included in health 

insurance policies regulated and/or issued by and within the Commonwealth, and it compares 

several existing polices as benchmarks. We are pleased that the Affordable Care Act mandates 

benefits that include services needed by people suffering from brain injury. These include 

emergency, ambulatory care, hospitalization, and rehabilitative/habilitative services. However, 

the report does not delineate the extent of such services. With these comments, we present a 

framework for the services that should be included for people recovering from brain injury. 

The Brain Injury Association of America, in response to an Institute of Medicine survey on 

Essential Health Benefits, stated that services for people recovering from traumatic brain injury 

should adhere to the following precepts: 

 Be patient-centered and consumer-directed to the maximum extent so that informed choices 

can be made;  

 Provide access to trained, qualified and appropriately credentialed health care personnel to 

allow for the best outcomes sooner for special populations;  

 Utilize providers who understand the unique health needs of different populations so that they 

can help plan and coordinate care to better address the needs of the individual;  

 Include preventive services, incorporating services to prevent the worsening of a disability or 

condition that is secondary to a disability;  

 Provide a comprehensive array of health, rehabilitation, assistive device and support services 

across all service categories and sites of service delivery;  

 Allocate resources by investing in services that will eliminate or reduce the need to spend more 

later in a person’s life.6 

Rehabilitation is the single most effective medical treatment known for facilitating neuro-

regeneration following brain injury. Rehabilitation is composed of surgical, pharmacological, 

medical and therapeutic interventions and is unique in that unlike any other field of medicine, it 

requires the contributions of a wide variety of medical and therapeutic disciplines. These services 

must do the following:  

 Prevent, mitigate, reverse or arrest neurophysiological disease processes.  

 Speed recovery (better outcomes and enhanced likelihood of discharge to one’s home, living 

longer and retaining a higher level of function post injury or illness);  

 Improve long-term cognitive and physical function, improve overall health status and improve 

the likelihood of independent living and quality of life;  

 Decrease the likelihood of homelessness, joblessness, impoverishment, family system 

disintegration and medical indigence;  

                                                 
5
Morbidity and Mortality Weekly Report. May 6, 2011. Surveillance for Traumatic Brain Injury—Related Deaths—

United States, 1997-2007.  
6
 Brain Injury Association of America. December 6, 2010. Responses to IOM survey questions. Unpublished. 



 Decrease reliance on various public health and assistance programs;  

 Halt or slow the progression of primary and secondary disabilities (maintain functioning and 

prevent further deterioration); and  

 Facilitate return to work in appropriate circumstances.  

When addressing the continuum of services that many individuals recovering from traumatic 

brain injury require, BIAV recommends that the essential benefits do not place arbitrary limits 

on these services. For example, many insurance carriers recognize the importance of access to 

treatment in accredited and licensed alternative medical settings and choose to exchange skilled 

nursing benefits to cover rehabilitation in alternative settings. Unfortunately, the skilled nursing 

benefit is usually limited to 100 days per year or less. Thus, the approach imposes an arbitrary 

time constraint to providing  medically necessary treatment for neuromedical diagnoses despite 

strong support in the research literature for treatment of sufficient duration and intensity for 

maximum clinical and cost effectiveness. In addition, some insurance companies, have 

―dollarized‖ the skilled nursing benefit, further restricting rehabilitation access to a specific 

dollar amount. No other disease condition is similarly constrained. Cardiac or cancer treatments 

are not limited by days of treatment or to an amount approximating $70,000 per year. It is 

inconceivable that diseases of the brain should be treated in this manner.  

 

Persons with acquired brain injury may attain a plateau in functional restoration prior to entering 

a secondary recovery phase. For this reason, individuals with certain chronic conditions should 

have options for access at any point along the treatment continuum throughout their lives. 

Further, we recommend that when improvement or progress toward identified treatment goals 

stagnates, decisions to terminate treatment be made by the patient, family and treating medical 

professionals and not the insurers.
7
 

In summary, we ask that the VHRI consider essential benefits that cover the standard of care for 

persons with brain injury - early, intensive acute treatment and rehabilitation, followed by timely 

post acute rehabilitation of sufficient scope, duration and intensity to restore maximum function 

and accommodate residual disability. 

 

 

Thank you for the opportunity to comment on this policy matter. 

 
Executive Director 

  

                                                 
7
 National Institutes of Health. (1998). Rehabilitation of Persons with Traumatic Brain Injury: NIH Consensus 

Statement. In U.S. Department of Health and Human Services (Ed.) (Vol. 16, pp. 1-41): National Institutes of Health. 
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April 4, 2012 

 

 

TO:    Virginia Health Reform Initiative 

 

FROM:   Jill A. Hanken, Staff Attorney 

 

RE:  Essential Health Benefits 

 

 

Thank you for the opportunity to provide comments on Essential Health Benefits (EHB) and the 

PWC report. 

 

I appreciate the work done by the consultant to provide a starting point for this discussion.  

However, the information in the PWC report is not sufficient to make a decision about the 

benchmark plan Virginia should use for its EHB.    Critical information is lacking. 

 

First, PWC acknowledges that more information is needed to accurately identify the potential 

benchmark plans:   

 

―[S]ubstantial cooperation from the health plans in Virginia will be required to determine 

the small group plans with the largest enrollment in the state, particularly since the 

purchase of coverage riders for maternity and bariatric surgery, for example. . . will need 

to be considered in the determination of what is covered under the largest plans.  

Additional information on the benefit options selected by federal employees will also be 

required.‖  (p.5) 

 

―Insufficient information is currently available with which to determine the largest non-

Medicaid commercial HMO plan.  To obtain this information will most likely require a 

data call to the HMOs operating in Virginia.‖  (p.5)   

 

Selecting a benchmark plan is impossible without knowing exactly which plans can be 

considered. 

 

Second, the PWC report contains almost no information about the actual scope of benefits 

covered by the various plans.  We do not know enough about limits on visits; limits on coverage; 

or standards used to authorize services.  Also completely lacking is information about excluded 

benefits.  Without such details, how can one plan be measured against another?  



 

 PWC acknowledges that such details about coverage are missing: 

 

―The extent to which plans cover behavioral health treatment is not clear.‖ (p. 4) 

 

―In some cases, the plan summaries [on the internet] reflected detailed descriptions of 

benefit coverage and exclusions.  In others, only high-level coverage descriptions …were 

obtained, and coverage of certain benefits could not be determined….[F]ollow up with 

the health plans to obtain detailed summary plan descriptions is required to more fully 

understand coverage differences.‖  (p.6) 

 

―It is possible and likely that other benefit limitations may apply to these and other 

services.‖ (p. 6) 

 

―Coverage of certain benefits specified in the 10 EHB categories, specifically habilitative 

services and behavioral health treatment, is less clear as summary plan descriptions rarely 

specify coverage within these categories.‖ (p.7) 

 

―At this time we do not know the extent to which employers in the small group market 

are purchasing these optional benefits.‖ [referring to mandated offers]  (p. 7) 

 

―Optional coverage offered to Individuals and Small Groups, such as non-formulary 

drugs and Virginia’s mandatory benefit offers will need to be evaluated to the extent they 

are included in the possible benchmark plans.‖  (p.8) 

 

 

 

For purposes of comparison, I have attached a study on this issue completed for the state of 

Washington.  This study contains significant detail about the range and scope of specific services 

offered within the ten EHB categories.  The study also describes the relative ―richness‖ of each 

plan as well as exclusions.   The Washington study found over 40 specific services for which 

there were ―meaningful differences‖ between the scope of services offered – including 

differences relating to limits on visits, monetary caps, or other restrictions.  Many of these 

differences applied to commonly used services, such as home health care services, where limits 

ranged from 25 to 130 visits/year;  outpatient rehab services ranged from 15 to 75 visits / year; 

and there were different limits on eyeglasses for children.  The analysis of exclusions also shows 

wide variations.  
 

Until we are provided complete, detailed analysis of each of the Virginia plans’ actual scope of 

services and exclusions, it is impossible to select a benchmark plan.    I hope the VHRI will 

undertake the necessary research, so that consumers and all stakeholders will be able to fully 

analyze all the choices.   Full transparency is essential as Virginia moves towards this critical 

decision. 

 

As this process moves forward and the necessary additional data is collected from plans to select 

and design Virginia’s benchmark plan, there are many areas that will require special attention: 



 

Services to children:  Virginia’s benchmark should include adequate vision services 

(including eyeglasses); dental coverage (following our FAMIS model); hearing aids; and 

therapy services for children with special needs (beyond age 3). 

 

Mental Health, Substance Abuse, and Behavioral Health:  Specific and detailed coverage 

will need to be defined.  The mandated coverage for autism spectrum disorder should be 

included. 

 

Maternity and Newborn services:  Specific and detailed coverage will need to be defined.   

  

Habilitative Services:  The extent of coverage should at least be in parity with 

rehabilitation coverage.  It is important that ―maintenance of function‖ be included in the 

definition.  

 

Prescription Drugs:  The benchmark should include at least 2 drugs per category and 

include the typical 3-tier coverage (with the highest cost sharing for medications not on 

the plan’s formulary.)   

 

Hearing Aids and Vision Services for Adults:  PWC notes differences in coverage in the 

potential benchmarks plans.  The benchmark plan selected should include the broadest 

coverage currently available in the alternative benchmark plans. 

 

Medically Necessary Criteria: A standard definition should be included in the benchmark. 

 

 

I appreciate VHRI’s solicitation of stakeholder input on these very significant issues.  Thank you 

for your attention to these comments. 

 


